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Abstract 
Public Private Partnership (PPP) is collaboration between the public and private sector that enables fulfilment of certain common 
goals by overcoming the visible limitations. Based on studies and sample surveys conducted, the Government has the pivot role 
of framing health policies and programmes specific to the requirement of each country. However, over the years the health sector 
has witnessed a demand supply mismatch attributed to a couple of factors. The private sector has served as a catalyst to deliver 
these services to the people by ways of greater efficiency, better management skills and focused strategies and stronger resource 
base whether in terms of monetary resources or human resources. This paper aims to give an overview of the evolution of the 
Public Private Partnership. At the Global Level, it discusses the examples of popular Public Private Partnerships especially in 
Asian and African states and evaluates its success. Coming down to the National Level, it gives a summary of the existing PPP 
models in India and further takes up a detailed study of the Chiranjeevi Yojana Scheme in Gujarat. The positives and negatives of 
the scheme are highlighted. Finally the challenges of PPP in the health sector are assessed putting forth some meaningful 
suggestions.  
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1. Introduction 
Health should be viewed as not merely the absence of disease but as a state of complete physical, mental and 
social well- being. (Commission, 2012-2017). With the declaration of the Millennium Development Goals in 2008 
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where health was a priority concern, all nations realized the need to revamp the health sector in their respective 
territories and make provisions to facilitate improvement. However, one of the prominent limitations that most of 
the nations acknowledged was that they could not stretch themselves beyond a certain point in context to building 
capacities in the health sector domain. Therefore the need to engage in partnerships was felt.  
In normal parlance the term Public Private Partnership (PPP) refers to coming together of the Government Sector 
and the Private Sector which encompasses all non-government agencies like the corporate sector, voluntary 
organizations, self-help groups, partnership firms, individual and community based organizations to augment the 
existing public health system. It would mean a collaborative effort and reciprocal relationship between two parties 
with clear terms and conditions to achieve mutually understood and agreed upon objectives following certain 
mechanisms. 
This paper basically gives an overview of the public private partnership in the health sector at the Global Level 
with the help of some examples. It brings out the influence of such a trend on the national level. At the national 
level, some of the common models are discussed in detail. The shortcoming of the PPP paradigm is highlighted 
along with the challenges. Lastly with the help of a case study of the Chiranjeevi Yojana Scheme in Gujarat the 
positives and negatives of one of the PPP model are analyzed.   
2. PPP at the global level 
In the increasing mismatch between demand for and supply of health services, many OECD (Organization for 
Economic Co-operation and Development) and middle income countries have adopted the PFI (Private Finance 
Initiative) model wherein the private sector is held responsible for providing infrastructure including well equipped 
hospitals where as the other core health services are to be rendered by the public sector. In other cases Governments 
have favoured PPP model whereby the responsibility of full service delivery is shouldered by the private sector. This 
kind of collaboration is important because the focus of problem is not merely lack of updated equipment but also 
lack of professionals. Both of these factors complement each other to ensure a smooth functioning of the health 
sector.  
Partnerships as mentioned have been of numerous types. At the Global Level Partnerships are usually between a 
multinational company and a donor mostly research organizations. A typical example of this is a drug donation 
program where drugs for a specific purpose is given for free or at a subsidized rate to some international 
organizations for having utilized in the most appropriate way- subsidized prices for drugs for HIV/AIDS.  
Apart from this, organizations like The Bill and Melinda Gates Foundation have fostered partnerships between 
private and public entities to develop better ways to deliver health interventions such as vaccines or health 
treatments. The growing importance of international private health foundations with their strong ties to the private 
sector makes it quite evident that there will be a substantial increase in the number of such partnerships in the future.  
According to the Report by the Ministry of Foreign Affairs of Netherlands it has been observed that the Dutch 
Government is involved in PPPs in African states like Mozambique, Rwanda and Burundi as well as in Asian states 
like Indonesia and Mongolia. They have undertaken projects which are of the nature of coalitions between 
organizations like Global Alliance for Vaccines and Immunization (GAVI), partnerships with individual companies 
like the Dutch energy company Nuon in the Foundation for Rural Energy Services (FRES) in Mali and Product 
Development Partnerships (PDPs). Apart from this the Dutch Government spent 48, 3 million euros on 54 PPPs. 
(Netherlands, 2013) 
 
Table 1: Dutch spending in Public Private Partnership in 2011 
Theme Number of Projects Spending (in million euros) 
Food security 17 8.7 
Water, sanitation and  hygiene 15 13.5 
Healthcare 13 24.5 
Innovative finance 6 0.3 
Climate and energy 3 1.3 
Total 54 48.3 
Source: Tweede Kamer, 2011-2012 32 503 nr, 6 
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From the above table, we can infer that the proportion of money spent on public private partnerships is quite 
astounding. Secondly, the amount on health sector PPPs is notable. Thirdly, the two sectors namely, food security 
and water, sanitation and hygiene which are ranked first two in the table do influence health in a number of direct 
and indirect ways. Therefore we can conclude saying that the PPPs working for Food Security, Water, Sanitation 
and Hygiene also contribute towards improving the health scenario to quite an extent.  
Partnerships emerge not only due to financial gains and benefits between parties but can also be attributed to 
certain non-financial factors like transfer and exchange of knowledge and technical know-how, management abilities 
and reduction of risks involved. Other than this there are also cases where there is no gain on either side but 
provisions are made to caution people about certain health related aspects. For example, in Asia as a pre-requisite for 
the HIV/AIDS Control Program hotels have agreed to provide condoms and provide information to their clients in 
each room in order to reduce the spread of HIV/AIDS.  
One of the interesting shifts in the dynamics of public private partnership has been the focus on Community based 
partnerships. Civil Society or Community based partnerships have become a popular entrant in the health sector 
extending health services in collaboration with the public and private entities.  
Another important example is the partnership formed in Indonesia between the National Family Planning 
Coordination Board (BKKBN) and the private midwives and doctors. BKBBN paid the initial startup capital to the 
nurses and the doctors to deliver family planning services in their private clinics. As a result of this new points of 
distribution for contraceptives were made which further facilitated enhanced supply of services.  
Partnerships are also encouraged to adopt new innovative tactics and to solve public health issues as partnership 
usually involves a transfer of knowledge and resources between two parties. This may be in the form of new 
medicines, drugs or vaccines as was done for resolving HIV/AIDS issues. Innovations can also take the form of 
improving service delivery. For example, the sale of cell phones to community women’s groups by the Grameen 
Bank in Bangladesh.  
As far as Africa is concerned, the health scenario seems to be poor in this country as well owing mainly to certain 
limitations. Lack of adequate infrastructure, poor funding and high population growth are some of the important 
hindrances that make the health sector handicapped to promote better good to the society. The World Bank East and 
Southern African Director, Jean Philippe Prosper strongly feel that the coming together of the Public and Private 
Sector in the area of health is the hope and need of the hour.  
A number of collaborations had evolved in Africa. One of the common ones is in association with the Inkosi 
Albert Luthuli Hospital. This hospital has no paperwork involved. It is the responsibility of the private sector to 
provide upgraded medical equipment, facility management and an IT system. With the help of this integrated IT 
System any medical staff can have access to information pertaining to the diagnosis and treatment of any patient in 
the hospital (National Treasury). 
The Lesotho PPP model was the first of its kind in Africa. The Government implemented a PPP model to build a 
state of the art 425bed National Referal Hospital to replace its dated main hospital. This pioneering PPP serves as a 
model for increased private sector participation in Sub-Saharan Africa’s overburdened health sector. In addition to 
the hospital, the project included an adjacent gateway clinic, the renovation of three strategic filter clinics, and the 
private management of facilities, equipment, and delivery of all clinical care services for 18 years. It also includes a 
clinical training component to improve the availability of well-trained healthcare professionals (Group, 2011). 
Maputo in South Africa has a Polana Canhico Health Facility that treats clients in the domain of maternal and 
child health. These issues are taken care of through technological innovations and public-private partnerships that 
the Clinton Health Access Initiative (CHAI) and the Ministry of Health have implemented. Health conditions and 
people receiving treatment in this region have shown considerable improvements over time. From about 1.4 million 
people in Mozambique living with HIV/AIDS only 3000 people in 2005 the number increased to 272,000 in 201 1 
who received treatment. CHAI has also been in favor of adopting innovative solutions to address public health issues 
especially in the case of service delivery. The Government of Mozambique and Coca-Cola are also testing an 
initiative where Coca Cola’s private sector distribution network is being utilized to provide medical supplies in the 
remote areas. Clinton Health Access Initiative  (Ruddy, 2013). 
While putting in considerable efforts towards the establishment of such partnerships it has been realized that 
these partnerships are also susceptible to multiple challenges. The most noted among them are Equity, Quality and 
Costs especially in the context of Asian as well as African countries. 
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Table 2. Important Features of the Lesotho Model of PPP in Africa 
Complete Health Care Services 
Delivery  
 
Private Sector is solely responsible for providing medical equipment, 
pharmaceutical requirements and also recruitment of doctors, nurses and 
other medical personnel  
Service Payment  
 
The government provides the private operator with an annual fixed service 
payment for delivery of all services, escalated only by  
inflation annually. Private operators in similar PPPs have historically opted 
for direct-cost-plus-margin payments until patient profiles and  
disease patterns could be established, because they have been reluctant to 
commit to a fixed cost for clinical care.  
Performance Monitoring  
 
This includes the provision for payment and penalty in lieu of performance 
outcomes in terms of services rendered. The Lesotho Project has an 
independent monitor who is jointly appointed by the Government and the 
Private Sector. The Monitor appointed does a quarterly evaluation of the 
performance of the private operator which is linked with the desired output 
achievements.  
      Source: Handshake- IFC’s quarterly Journal on PPP, International Finance Corporation, World Bank Group 
3. PPP at the national level 
The most prominent and commonly used PPP model in the health sector is known as ‘Contracting’. There are 
different modes of contracting like contracting in, contracting out, service contract, operations and management 
contract and capital projects with operations and maintenance contract. (Commission, Report of the PPP Sub Group 
on Social Sector, 20004) As each individual State is diverse in its nature and needs, the models chosen are based on 
the assessment of the local needs of the respective state. Some models work towards infrastructure development; 
some provide ways to mobilize resources while some work towards enhancement of service delivery. Some of the 
important PPP models are mentioned below:  
Contracting-in: Contracting-in means the government hires an individual on a temporary basis for services. 
Doctors, technicians and other staff are recruited on contracts for a certain stipulated period of time. This is one way 
of filling up the vacant positions in a health unit. However, this model fails to work in some cases, for example, if 
the hospitals are located in remote areas where the patients are less in number the contracted -in specialists are not 
attracted to move to these places.  
Contracting-out: It is a model where the Government pays an outside individual to manage a specific function. 
There are different levels of contracting-out which depends on the magnitude of autonomy given to the concerned 
contractor. The various levels are mentioned below:  
Level 1: The Government hands over the physical infrastructure, equipment, budget and personnel of a health 
unit to a private organization. 
Level 2: The Government hands over the physical infrastructure, equipment and budget but gives the agency the 
option of selecting the personnel as per their terms and conditions but subject to Government norms such as one 
ANM per 5,000/3,000 population.  
Level 3: The Government hands over the physical infrastructure, equipment and budget but gives freedom to the 
agency to adopt their own service delivery models without following fixed prescribed pattern.  
Level 4: The Government hands over the physical infrastructure, equipment and budget but gives freedom to the 
agency to recruit personnel, adopt their own service delivery models, freedom to expand types of services provided 
and freedom to introduce user fee and recover some proportion of cost. 
Voucher System: A voucher is a document that can be exchanged for defined goods or services as a token of 
payment (tied-cash”). This consists of designing, developing and valuing health packages for various common 
ailments / conditions (like ANC package / STI package / Teen pregnancy package which can be bought by the 
people at specific intervals of time. These vouchers can then be redeemed for receiving a set of services (like 1-2 
consultations, lab tests, procedures, counseling and drugs for the condition) from certified / accredited hospitals or 
clinics and are to be used within 2-3 months of buying the voucher. This means that the package can be bought, used 
as and when required and ensures privacy for the client. Regular monitoring is required for ensuring quality 
standards, training of providers and networking with the people to ensure that the proper use of vouchers. The 
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vouchers are redeemed to the clinics for the number utilized depending on the price for each package of service 
provided. Clinics that fail the quality standards of service and do not do well on patient satisfaction can be removed 
from the certified services.  
Mobile Health Vans: This facility ensures that in isolated and rough terrain areas where there is meager 
transportation facilities the private agencies take up the initiative to provide mobile vans. These vans go to select 
villages and provide health services including Reproductive and Child Health (RCH) on fixed dates. The basic 
objective underlying this scheme was to prevent the problem of underutilization of services for want of proper 
modes of transport. While private sector resources were put to use to purchase vans, the government contributed to 
these services by deputing medical officers and medicines. This approach has significantly helped to improve access 
to quality services.  
Insurance and Public-Private Partnerships: In one of the recently planned schemes, the government insures and 
pays health insurance premium for families below poverty line. These families in turn are insured against expenses 
on health and hospitalization, up to a certain amount. On similar principle, it is possible to develop sustainable 
health insurance schemes that are community based. In such schemes, the community members pay a minimum 
insurance premium per month and get insured against certain level of health expenditure. This protects them from 
sudden and unexpected expenditure on health. Such community based schemes also ensure that the local needs and 
expectations of the people are met, by preferentially reimbursing local trained healthcare providers.  
Subsidies: Government provides funds to some private individuals for providing certain services.  
Leasing or Rentals: Governments offers the use of it services and equipment to the private organization. 
Privatization: The Government transfers the ownership of a public health facility to a private organization or 
group 
4. Existing Public Private Partnerships in India  
The following table gives an insight into the existing PPP models in some of the Indian States: 
 
Table 3: Remuneration package under Chiranjeevi Yojana Scheme 
Project  Partner  Mode  Details  Project  
Tamil Nadu  Emergency ambulance 
service  
Seva Nilyam  
NGO  
O & M  NGO operated Government  
Ambulances  
Karnataka  Health Insurance  National Health 
Insurance 
Company  
NA  Health Insurance Scheme cost shared 
between Government and Private Players  
Andhra Pradesh  Aarogyaraksha  National Health 
Insurance 
Company  
NA  Health Insurance Scheme cost shared 
between Government and Private Players  
Andhra Pradesh  Rajiv Aarogyasri  Different 
vendors  
NA  Vendor services to sponsored patients; 
refunded the costs  
Maharashtra  Seven Hills Hospital  Seven Hills  DBFOT  Government Land free of cost  
Gujarat  Chiranjeevi Yojana  Network of  
Practitioners  
NA  Practitioners reimbursed by  
Government  
Gujarat  Multispecialty Hospital  Narayana  
Hridalaya  
DBFOT  Multi- Specialty Hospital  
Punjab  Multi Specialty Hospital, 
Bhatinda, Mohali  
Max Health 
Care  
DBFOT  Revenue Share  
Delhi  Indraprastha Hospitals  Apollo Hospital  DBFOT  Government land free of cost  
Source: KPMG website http://www.kpmg.com/in/en/issuesandinsights/articlespublications/kbuzz/pages/gov- july2012.aspx 
The Arogyaraksha Scheme was initiaited by the Government of Andhra Pradesh in collaboration with the New 
India Assurance Company and private clinics. The target beneficiaries of this scheme are people living below the 
poverty line who undergo sterilization from the government institutions. The Government issues them a 
Arogyaraksha Certificate. The scheme confers on the beneficiary hospitalization benefits and personal accident 
benefits under which the insured himself and two of his children below five years of age are covered. The scheme 
also provides in-patient treatment upto Rs 2000 per hospitalization and a maximum of all treatment upto Rs 4000 
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under one Arogyaraksha Certificate in any one year. In case of death, the maximum amount payable to the insurer’s 
family is Rs 10,000 (KPMG, Issue 19).  
In 2001 the Karuna Trust in collaboration with the National Health Insurance Company and the Government of 
Karnataka had lunched the Community Health Insurance Scheme. This scheme was put forth to benefit the 
vulnerable sections of the society like the Scheduled Caste and Scheduled Tribe. The annual premium is Rs 22 
which comes down to less than Rs 2 a month. The charges are highly subsidized. If the insured is admitted in the 
hospital he is supposed to pay Rs 100 per day during hospitalization, Rs 50 for bed charges and medicines and Rs 50 
as compensation for loss of wage for that particular day upto a maximum of Rs 2500 within a 25 day limit. The 
insurance coverage is valid for one year which can be subsequently increased after renewal of membership by 
making full payment for premium (KPMG, Issue 19). 
After having a quick idea and getting a broad perspective about the existing PPP models in India, we now focus 
our study on an in-depth analysis of the working of one of the PPP models. We will try and understand the dynamics 
and performance of the Chiranjeevi Yojana Scheme in Gujarat which is based on the contracting-out model.  
5. Overview of the Chiranjeevi Yojana Scheme  
The Chiranjeevi Yojana Scheme in Gujarat had started in the year 2005 on a pilot basis especially in the rural 
areas to provide efficient and safe maternity services to women. The Scheme has been awarded Asia Innovation 
Award, and Prime Minister’s Award, 2009. It is also cited in UNICEF Report: State of World’s Children 2009 and 
in “Countdown to 2015 – Decadal Report 2000-2010” by WHO and UNICEF in 2010.Gujarat, inspite of being quite 
developed witnessed high rates of maternal mortality and neonatal deaths. At that time it was estimated that about 
4600 mothers do not survive at the time of delivery. Moreover, the maternal mortality rate is 389 per 1,000,000 live 
births. (Ramesh Bhatt, 2007). The primary cause for this was lack of trained doctors and personnel conducting the 
deliveries, unhygienic conditions and absence of provision for emergency obstetric care (EMC). All this led to 
hemorrhage, eclampsia, obstructed labour and unsafe abortion (Health and Family Welfare Department, 
Government of Gujarat). It was observed that fatalities can be avoided if adequate interventions are undertaken at 
the right time.  
The Government put forth the Chiranjeevi Yojana Scheme which is a public private partnership. Under the 
Reproductive and Child Health Program II (RCH II) the major objectives to be achieved in the State of Gujarat by 
2010 are as follows.  
Reduction Maternal Mortality Ratio from 389 to less than 100 per 100,000 live births  
Reduction Total Fertility Rate from its present level of 3.0 to 2.1  
Reduction Infant Mortality Rate from 53 (SRS 2004) to 30 per 1,000 live births.  
Gujarat has witnessed a shortfall of specialized obstetricians in Public Hospitals. Only 73% of the CHCs and 
FRUs are staffed with obstetricians. This gap between the supply and demand of obstetricians usually makes the 
deprived section of the population vulnerable as they are the ones who are heavily dependent on the public health 
services. On the other hand the private sector has a good number of trained and specialized obstetricians available 
for services. After analyzing the limitations of the public sector in this context it was realized by the Government of 
Health and Family Welfare of Gujarat that private sector involvement was the only plausible solution. Accordingly, 
the Department initiated a scheme involving private sector specialists in providing services related to safe delivery, 
primarily for socio economically weaker sections. (Health and Family Welfare Department, Government of 
Gujarat). 
To begin with, this scheme was made operational in five most underserved districts in the state namely Kutch, 
Banaskantha, Sarbarkantha, Panchamahal and Dahod. To begin with, this scheme was made operational in five most 
underserved districts in the state namely Kutch, Banaskantha, Sarbarkantha, Panchamahal and Dahod. The major 
areas of these districts were remote with large tribal population. The beneficiaries under the scheme are the pregnant 
women from BPL families.  
6. Operational Mechanism of the Scheme  
This scheme is applicable to all non-tax paying families that are families living below the poverty line and tribal 
families. Under the scheme, trust hospital, private gynecologist and obstetrician are enrolled once they are oriented 
about the Chiranjeevi Yojana Scheme. An MOU is signed between the District Health Society and each one of them. 
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As per the MOU they are supposed to provide maternity services to the BPL/ Tribal mothers who are beneficiaries 
of the scheme at their nursing homes/ hospitals. Initially the obstetricians were paid Rs 1,79,500 for a package of 
100 deliveries (Rs 1795 per delivery). Later in 2010 this rate was further revised to Rs 2,80,000 for 100 deliveries. 
The 100 deliveries include normal, caesarean as well as complicated cases with necessary facilities, investigation 
and medicines. The beneficiary does not have to pay any amount for the services, rather they are granted transport 
allowance of Rs 200 and can stay 48 hours after delivery free of cost. All this is covered under the scheme.  
On the other hand, if the private gynecologist offers his services in a government hospital then Rs 85,000 will be 
paid for every 100 deliveries including both normal and complicated cases. Eligible expectant mothers are identified 
by the health officers much in advance and the place of delivery is also decided. Beneficiaries can avail free 
ambulance services to the place of delivery and the ambulance in-charge are simultaneously provided with the list of 
expectant mothers to ensure smooth co-ordination between the two parties.  
From 2006 onwards, Tribal Development Department has also started bearing the expenditure for the non-
income tax paying Above Poverty Level (APL) tribal families. Monitoring Committees are also constituted to 
ensure monitoring and effective implementation of the scheme. UNFPA and IIM Ahmedabad have carried out the 
evaluation of the pilot scheme and observed positive response. Based on the feedback the scheme was spread to 
other districts of Gujarat as well. 
 
Table 4: Remuneration Package under Chiranjeevi Yojana Scheme 
Procedure  Cases per 100 deliveries  Cost per Procedure (Rs)  Total (Rs)  
Normal Delivery  85  800  68,000  
Complicated Cases  15  -  -  
Eclampsia/forceps/vacuum/breech  3  1000  3000  
Septicaemia  2  3000  6000  
Blood transfusion  3  1000  3000  
Caesarean section  7  5000  35,000  
Other costs- Pre delivery visit  100  100  10,000  
Investigation  100  50  5000  
Sonography  30  150  4500  
NICU support  10  1000  10,000  
Food  100  100  10,000  
Dai  100  50  5000  
Transport  100  200  20,000  
Total  100  -  1,79,500  
    
Source: CDHO Office, Surat 
7. Data Analysis 
The following table shows the trends of certain parameters which can be considered as the basic determinants of 
the objectives of the scheme. 
 
Table 5: Trends of some Maternal Health Indicators as per NFHS Report 
Indicators  NFHS 1  NFHS 2  NFHS 3  
Year  (1992- 1993)  (1998-1999)  (2005-2006)  
Total Fertility Rate  2.99  2.7  2.4  
Mothers receiving Anti-Natal Care  75.7  (at least 1)86.3  (at least 3)64.9  
Births delivered in a health facility  35.6  46.3  54.6  
Deliveries assisted by health professionals  42.5  53.5  64.7  
Source: National Family Health Survey (NFHS) 
From the above data analysis we can say that the chosen parameters clearly indicate that there have been 
improvements in the reproductive health care since the inception of the Chiranjeevi Yojana scheme. There has been 
substantial reduction in maternal and neo-natal deaths post implementation of the scheme. The reported maternal 
deaths in Gujarat during the period were found to be 20 times lower than the expected based on the maternal 
mortality rate. (Akash Acharya, 2009). However these improvements have to be further enhanced and for that we 
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need to analyze some of the shortfalls experienced by this scheme. Small discussions were undertaken where it was 
observed that out of the total number of gynecologists and obstetrician’s only half or less than half were registered 
and even among the ones registered very few have been actually active. Further there were two incentive driven 
factors which motivated the professionals in the medical field to join the scheme- First, either they were new in this 
profession and wanted to build a reputation and secondly, they were in the final phase of their career and felt 
previliged to contribute to some charitable work.  
Secondly, payment made to the doctors include all kinds of delivery from normal cases to caesarean cases but it 
was observed that the doctors only supplied services to the normal cases and diverted the complicated ones to the 
public hospitals. The justifictiongiven for this peculiar behavior was that the cost accrued with complicated cases 
was mich higher than what was paid to them. It is but obvious that if this is the general scenario then the entire 
purpose of having such a scheme gets defeated. If the registered professionals under the case cater only to the needs 
of the safe cases then the maternal mortality rate under the scheme will definitely reduce in a significant way.  
Thus we can say that the Chiranjeevi Yojana Scheme has been successful to a certain extent especially in taking 
the initiatives towards improving maternal health. However it has not been effective in addressing the major 
maternal health issue- that is providing to complicated cases in an effective manner without much risks involved. 
(Akash Acharya, 2009)  
The table mentioned below gives an overview of the Maternal Health Care in terms of Maternal Mortality Ratio 
across some developed and developing countries. 
 
Table 6: Maternal Mortality Ratio (per 100,000 live births) 
India China United States of America South Africa 
1990  2000  2010  1990  2000  2010  1990  2000  2010  1990  2000  2010  
600  390  200  120  61  37  12  14  21  250  330  300  
Source: World Health Statistics 2013,WHO 
 
The table reveals that India’s Maternal Mortality ratio has been quite high compared to the other countries 
mentioned. However, in the year 2010 India outperformed South Africa in this regard. Thus we can say that 
schemes directed towards Reproductive and Child Health have definitely been effective to some extent. However, 
India has to still plan a path to reach the desired targets. The segment of the population which is the most vulnerable 
is the poor. The basic reason for this is lack of services by the public health system due to demand and supply 
mismatch.  
The growth of the private sector has been very progressive over the years. According to The Report of the Task 
Force on Medical Education, MoHFW) the private sector provides 58% of the hospitals, 29% of the beds in the 
hospitals and 81% of the doctors. The private providers in treatment of illness are 78% in the rural areas and 81% in 
the urban areas. The use of public health care is lowest in the states of Bihar and Uttar Pradesh. The dependence on 
the private sector is highest in Bihar. 77% of OPD cases in rural areas and 80% in urban areas are being serviced by 
the private sector in the country (India, 2004). 
Having studied the graphical representation of the Private sector in various states across the country through the 
charts above it is clear that due to greater efficiency, better management and easily accessible and prompt services 
the private sector is able to perform better than its public counterpart.  
On the other hand, the private sector is not free from drawbacks. Their major disadvantage lies in the high cost 
of treatment which is not affordable by all segments of society. Secondly it has been found that the quantum of 
health services provided by the health sector is large but is often found to be of poor and uneven quality. Apart from 
this they are also technologically inclined which again leads to an increase in the cost of delivery of service. (Health 
and Family Welfare Department, Government of Gujarat). 
8. Conclusion  
The central government has given priority to healthcare and has been making significant investments to improve 
the infrastructure and delivery mechanism jointly with the state governments (who will act as the primary 
implementer) through National Rural Health Mission (NRHM). Before NRHM, the healthcare system in India was 
marked with significant disparities between urban and rural areas as well as between different states. The public 
delivery system did not provide enough incentives for improvement. Under NRHM, there has been a huge increase 
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in the budget allocation for health across all Indian states. While working for the rural poor, the Government 
realized that they have neglected the urban poor. As a corrective measure towards this, the central government has 
also proposed the National Urban Health Mission (NUHM) scheme to improve the affordability and accessibility of 
healthcare service with a focus on slum dwellers and other vulnerable groups. Several central sponsored as well as 
state sponsored health insurance schemes have also been introduced for the economically backward class component 
of the society.  
 
Fig. 1: The role of the private sector in health care 
 
 
Fig. 2: % of hospitalization in the public and private sector among those below the poverty line, according to state 
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The Public and Private sectors are now working together in close association under various working models in 
the health sector to balance and supplement their resources, skills and expertise. Moreover this helps to reduce the 
financing burden in the health sector. Some of the successful Public Private Partnerships (PPP) involves laboratory 
services (pathology, radiology, CT scan, MRI etc.), mobile medical units, PHC management, telemedicine services 
and hospital maintenance. The models that have been experimented with the states are: contracting out, contracting 
in, lease, service agreements (outsourcing), buying of a product/ service, joint venture company, social marketing 
and franchising. In addition, service delivery through telemedicine, high end tertiary care; innovative models for 
delivery in rural areas, community insurance schemes are other opportunities where private sector will need to 
participate (Commerce, 2011). 
The Government of India has decided to increase healthcare expenditure to 2.5% of the gross domestic product 
(GDP) by the end of the 12th Five Year Plan (2012-17). However, the government alone cannot meet the 
infrastructure, capacity and delivery shortages existing in the current healthcare system. There has to be increased 
participation of private sector under the umbrella of the PPP schemes for infrastructure, capacity development and 
delivery (Commerce, 2011). The basic objective of favoring PPP in the health sector is to ensure universal health 
coverage with special focus on Primary Health Care. It acts as a channel to augment the health system by facilitating 
exchange of skills and expertise between the public and private sectors. It stimulates the efficiency in allocation of 
resources and additional revenue generation while minimizing risks on the other hand. It expands the number of 
service providers. Moreover, it strengthens the health system by improving the existing infrastructure and providing 
scope for creation of new infrastructure.  
The authors are well aware about the disparities that exist between the rich and the poor in terms of access to 
health care and purchasing power parity. The only concern with regard to the public private partnership is that 
private sector’s profit maximization motive should not come in the way of the poorer section of the society from 
availing such services. Since the poor cannot afford such services they might be at a disadvantage. Hence PPP 
models have to ensure that the equity is maintained.  
Secondly quality is another test which has to be consistent over time. Access to health care is not a complete goal 
if the quality is dilute. The public health services have been observed to be of inferior quality. Over the years efforts 
have been made to revamp, improvise and make necessary changes but still there have always been certain 
drawbacks. The private sector on the other hand, provides high quality health services but these mostly cater to the 
wealthy rich class. In case of partnerships it is imperative to ensure quality has to be maintained. Certain restrains 
like accountability, environmental regulation will have to be enforced for the same. Lastly, the cost of providing 
access to health care is another challenge which has to be worked out. It is evident that the cost of providing health 
services is too high and it is not possible for any nation to provide all health related activities. Therefore one has to 
prioritize and conduct a proper cost benefit analysis to provide universal access to healthcare (Mitchell). 
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